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Abstract
Purpose – The purpose of this paper is to gain insight into how population health management (PHM)
strategies can successfully integrate and reorganize public health, health care, social care and community
services to improve population health and quality of care while reducing costs growth, this study compared
four large-scale transformation programs: Greater Manchester Devolution, Vancouver Healthy City Strategy,
Gen-H Cincinnati and Gesundes Kinzigtal.
Design/methodology/approach – Following the realist methodology, this explorative comparative case-
study investigated PHM initiatives’ key features and participants’ experiences of developing such initiatives. A
semi-structured interview guideline based on a theoretical framework for PHM guided the interviews with
stakeholders (20) from different sectors.
Findings – Five initial program theories important to the development of PHM were formulated: (1) create
trust in a shared vision and understanding of the PHM rationale to establish stakeholders’ commitment to the
partnership; (2) create shared ownership for achieving the initiative’s goals; (3) create shared financial interest
that reduces perceived financial risks to provide financial sustainability; (4) create a learning environment to
secure initiative’s credibility and (5) create citizens’ and professionals’ awareness of the required attitudes and
behaviours.
Originality/value – The study highlights initial program theories for the implementation of PHM including
different strategies and structures underpinning the initiatives. These insights provide a deeper understanding
of how large-scale transformation could be developed.
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1. Introduction
The term “Population Health Management” (PHM) refers to the large-scale transformation
efforts required for the reorganization and integration of services across public health, health
care, social care and community services, in order to improve population health and the
quality of care, while at the same time reducing costs growth (Triple Aim (TA)) (Steenkamer
et al., 2017). In different countries, a wide range of organizations spanning different sectors
including the health and care sector and other sectors such as the housing- ,educational- and
business sectors, are working together to design PHM initiatives and implement strategies
addressing the wider determinants of health (personal, social, economic and environmental
factors impacting populations’ health) (Mcgovern et al., 2014). Due to the broad scope and
aims of PHM initiatives, such organizations often adopt place-based models in order to
implement more integrated and cross-sectoral strategies for the intended population (Fraze
et al., 2016; Siegel et al., 2018).
Awide variety of suchmodels have been described in previous studies, e.g. Siegel et al., 2018;
Fraze et al., 2016; Mongeon et al., 2017. For example, the World Health Organisation has
evaluated the Healthy City program adopted by cities all over the world (De Leeuw, 2012).
Similarly, in Europe new PHM models are being evaluated such as Gesundes Kinzigtal in
Germany (Pimperl, 2017), the PHM pioneer sites in the Netherlands (Drewes et al., 2016) and the
sustainability and transformation partnerships (https://www.england.nhs.uk/integratedcare/
stps/view-stps/) and City Deals in the United Kingdom (UK), e.g. Manchester Devolution (http://
www.gmhsc.org.uk/about-devolution/).
While previous studies have described the “what” of PHM initiatives – e.g. the type of
governance structures implemented or financial arrangements made (Hester, 2018; Matthews
et al., 2017) – they have not compared (international) PHM initiatives to understand “how”
large-scale transformation of services across (public) health and social care and wider public
services is being implemented. Such a comparisonmay lead to better insight regardingwhich
strategies enable the successful development of PHM initiatives within different contexts.
Furthermore, a deeper understanding of participants’ reasoning and behaviour is necessary
as it is people and not structures that give meaning to the development of PHM (Glasgow
et al., 2012; Dickinson, 2014; Rhodes, 2014). Specifically, PHM initiatives may be successful in
certain settings and not in others, because the mechanisms, i.e. the reasoning and behaviour
of people needed for success are triggered to a different extent in different contexts (Jagosh
et al., 2013). Because PHM is still in a relatively early development stage, it is difficult to know
how PHM initiatives are impacting population health outcomes. This study therefore
examines how local policymakers and senior managers from four different countries
expected their strategies to contribute to PHM andwhat their key learnings were to date. The
aim of the study was to generate initial program theories about the development of PHM
initiatives. The program theories and underlying strategies, contextual factors and
mechanisms that influence PHM initiatives’ development are important lessons learnt to
consider for the successful implementation of PHM. This study addressed the following
research question.
RQ1.What initial program theories describe the development of PHM: what are the PHM
strategies, contextual factors and mechanisms that influence PHM development?
2. Methods
This exploratory study applied a realist evaluation methodology. A key aspect of the realist
methodology is the supposition that initiatives work differently in different contexts
(Pawson, 2006; Wong et al., 2017). From a realist point of view, strategies offer or deduct
opportunities or resources (e.g. information, skills, resources) within a certain context (Wong
JHOM
et al., 2017). How involved people, due to the resources and opportunities available to them in
this context change their reasoning or behaviour, influences the outcomes of these strategies
(Pawson, 2006; Wong et al., 2017). In order to examine which strategies work, how and why,
the authors explored the impact that interactions between the applied strategies (S),
contextual factors (C) and mechanisms (M) had on PHM development (i.e. the outcomes, O)
(see Table 1 for the definitions). Following an iterative process, the authors identified the
contextual factors of each initiative and constructed strategy–context–mechanism–outcome
(SCMO) configurations. Further information about the realist methodology can be found
elsewhere (Best et al., 2012; Wong et al., 2017; Saul et al., 2013).
2.1 Sample
The research team aimed to select PHM initiatives from different countries. The team
discussed initiatives that were described in two recent reviews on PHM (Steenkamer et al.,
2020; Hendrikx et al., 2016) (total N 5 61). Ultimately, four initiatives were chosen because
they were deemed exemplary in terms of their collaboration across a wide range of
stakeholders, including the health care sector, social care sector and wider public services.
Furthermore, initiatives were also required to be innovative in one or more of the following
criteria:
(1) Engaging and collaborating with other sectors including e.g. private and not-for-
profit sector including the housing sector, educational institutions, (local) businesses
with the aim of reorganizing and integrating public sector services across the
different sectors and thus achieve the TA;
Strategy Refers to intended plans and/or actions Jagosh et al. (2013). In this
study, strategies relate to the reorganization and integration of
public health, health care, social care and community services,
including “partner sectors” (e.g. housing, economic development,
transport)
Context Pertains to the “backdrop” of PHM initiatives Jagosh et al. (2013),
i.e. the pre-existing circumstances in which the strategies are
implemented (e.g. the different multilevel sociocultural, relational,
economic, political or historical factors Glasgow et al. (2012)
Mechanism Refers to the generative force that leads to outcomes and
highlights changes in stakeholders’ reasoning and behaviour
triggered by changes in contexts; specifically, how and to what
extent stakeholders used resources to try and effect change Best
et al. (2012)
Outcome Refers to (un)intended process outcomes achieved (or expected to
be achieved) through strategies implemented within PHM
initiatives Jagosh et al. (2013). Process outcomes are e.g. changes in
knowledge, attitudes, behaviour, policies or organizational
structures
Strategy–context–mechanism–outcome
(SCMO) configurations
SCMO configurations are heuristics that portray the relationships
between strategies, contexts, mechanisms and outcomes; used to
understandwhy strategieswork or not in certain contexts (Haynes
et al., 2018). SCMOs are used to generate or refine (initial) program
theories
(Initial) program theories Are hypotheses about how a program (component) may or may
not work, under what circumstances, and with what outcomes. A
program theory therefore hypothesizes how a program
(component) is expected to work, given contextual influences and
underlying mechanisms (Pawson and Tilly, 1997; Jagosh, 2019)
Table 1.
Definitions of main
realist evaluation
concepts
A study in
population
health
management
(2) Data infrastructure covering multiple sectors and
(3) Innovative contracts and financial arrangements covering multiple sectors.
The following four initiatives were chosen.
(1) Generation Health (GEN-H) in the US;
(2) Greater Manchester Devolution (GM) in the UK;
(3) Vancouver Healthy City Strategy (VHCS) in Canada and
(4) Gesundes Kinzigtal (GK) in Germany.
The contextual differences between the initiatives (e.g. their background including the
development stage) highlight the different ways in which PHM can be realized (see Tables 2–
5 for details).
Ethics approval for this study was provided by Tilburg University (EC-2017-79).
Purposive sampling was conducted to ensure diversity in initiatives’ stakeholders, which
ensured insight into a broad range of overarching perceptions and experiences. All contacted
participants – i.e. CEOs from private sector organizations (4), practitioners include nurse and
general practitioner (2), senior managers from e.g. health care insurer (1), health and social
care providers (5), municipalities (2), initiatives’ governance structures (4), non-profits (2),
agreed to be interviewed (see Tables 2–5 for further information). In total, 20 stakeholders
provided consent and were interviewed in 18 interviews – six participants from GEN-H, five
participants from GM, five participants from VHCS and four participants from GK. Sixteen
interviews were conducted via telephone and two interviews were conducted in person. A
semi-structured interview guide was used to anchor the interview process (available upon
request).
To ensure all different aspects that could influence PHMdevelopmentwere included in the
guide, the CAHN theoretical framework was used which highlights the key components for
PHM (i.e. relations, social forces, accountability, leadership, resources, finance, regulations,
market) (Steenkamer et al.). All interviewswere audio recorded and transcribed. Furthermore,
in preparation, initiatives’ websites and published papers concerning the initiatives were
studied. In addition, participants from each of the case studies sent additional documentation
providing further background information on the initiatives, thus further explaining
participants’ intervention logic. The documents included: three strategic plans (2014; 2017;
2018) from GEN-H, three strategic plans (2015; 2016; 2017) and memorandum of
understanding (MoU) 2015 from GM, one evaluation report (2017), three strategic plans
(initiation 2014; action 2015; innovation 2016, ) and MoU 2013 from VHCS and two published
case-study papers and two evaluation reports (2016; 2018) from GK.
2.2 Data extraction and data analysis of the interviews
Applying the realist evaluation approach, the authors constructed SCMO configurations
from the interview transcripts in order to examine which PHM strategies, contextual factors
andmechanisms influenced the PHM initiatives’ development. After the initial drafting of the
SCMO configurations, they were then discussed and refined within the research team
through multiple rounds of feedback. Afterwards, the authors thematically clustered the
SCMO configurations according to strategies and their outcomes, while examining the causal
links between the underlying contextual factors and mechanisms – thus examining
interviewees’ experiences and perceptions and their own ideas of causation related to the
development of their PHM initiatives. The thematically clustered SCMO configurations were
then corroborated and supplemented with the retrieved documentation, which allowed the
authors to more clearly understand and compare the contextual differences and explore how
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Gesundes
Kinzigtal (GK)
JHOM
andwhy strategies were implemented within those contexts and how such changes triggered
the corresponding mechanisms. Based on the thematic clusters, five initial program theories
were formulated. The individual SCMO configurations therefore underpin each of the five
overarching program theories.
The key features of the PHM initiatives are described in Tables 2–5 and an overview of
initiatives’ initial contexts is available upon request. In the results section below, the initial
program theories will be described (see Tables 6–10) (an overview of all identified SCMOs is
available upon request).
3. Results
The following section describes per program theory how, according to the interviewees, PHM
initiatives developed. The section belowwill compare the four initiatives per program theory,
highlighting the different structures and strategies underpinning the initiatives and why
these may work or not in certain contexts.
3.1 Create trust in a shared vision and understanding of the PHM rationale to establish
stakeholders’ commitment to the partnership
This initial program theory highlights the importance of investing in the “softer” aspects of
PHM development, i.e. through facilitating trust in a shared vision and understanding of the
underlying rationale of the initiative, in order to achieve commitment to the partnership.
Initiatives’ sense of urgency provided the initial momentum to enter into partnerships to
improve population health outcomes (all 4), to address the socio-economic disparities (GM,
VHCS, GEN-H) and environmental issues (VHCS) impacting health outcomes. In each of the
initiatives, interviewees suggested that stakeholders’ commitment to the partnership was
based on trust in a shared vision and understanding of the rationale for the partnership (see
Table 6 for examples of SCMOs underpinning program theory 1). Comparing the four
initiatives, the way trust and understanding were facilitated differed due to differences in
initiatives’ strategies and contextual factors. GEN-H and GK delegated the gaining of
regional stakeholders’ commitment to convening organizations to set out the regional vision
and goals for the partnership. Whereas GM and VHCS introduced governance agreements
based on a previously developed overarching vision and processes for collaborative working.
However, GM andVHCS interviewees stated that governance agreements were not enough to
secure commitment to the partnership (see Table 6). While GM and VHCS had both
implemented aMoU, theMoU in VHCSwas limited to the City and the Health Authority. This
had a negative effect on the Leadership Table’s commitment during the implementation
phase, whereas they had been committed during the initial planning phase, as they had
bought into the healthy city strategies’ vision and goals because of the compelling narrative
for change and collaboration. For GEN-H and GK, who did not have formal governance
agreements to establish commitment to the partnership like the MoUs in GM and VHCS,
stakeholders’ co-creative interaction to come up with the best evidence-based model for
change, was seen as an important enabling contextual factor in raising stakeholders’
understanding e.g. regarding effective interventions.
3.2 Create shared ownership for achieving the initiatives’ goals
Governance and management structures are required to achieve a sense of shared
ownership. This initial program theory highlights the importance of underpinning a shared
sense of ownership for achieving the partnerships’ regional goals with governance and
management structures that provide clear communication channels and clarity about roles
and functions. All four initiatives were working towards regional responsibility supported
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by structures and processes that motivate, sanction and incentivize adherence to agreed
upon goals on a regional level (see Table 2-5). In all initiatives, the effectiveness of
governance structures to embed stakeholders’ responsibility was affected by a shared sense
of ownership, which in turn influenced the extent to which stakeholders shared regional
responsibility. However, bearing in mind that initiatives differed in the scale, scope and
breadth of their aims, the form in which regional responsibility was embedded and
underpinned by governance structures and management processes differed between
initiatives. For instance, GM was implementing its PHM plans within the framework of
devolving power from the UK National Government to Greater Manchester
(decentralization), while GK did so within the framework of establishing accountable care.
GM and VHCS had both delegated power along a layered governance structure (see Table 7).
Whereas in GEN-H and GK the power to achieve regional responsibility for the TA was
delegated to neutral and trusted convening organizations, which were known for their
leadership, expertise andworkforce capacity. Interviewees thought conveners would be able
to engage stakeholders and knowledge institutions, raise ongoing funds, and ensure that
funders’ rules and guidelines would be properly followed. Furthermore, across the
initiatives, different contextual factors played a role in triggering a shared sense of
ownership and responsibility (see Table 7). In GM, the delegated power to the GM localities
and clarity about roles and functions stipulated within the MoU encouraged a sense of
ownership for sharing responsibility. In comparison, in VHCS the layered governance
structures were placed under the City’s purview. Despite stakeholders’ enthusiasm for
VHCS, some internal and external stakeholders doubted whether the City was the right
driver to organize shared responsibility to further develop VHCS. For instance, within City
management, the different departments saw VHCS either as an overarching strategy or as
an additional strategy which could be leveraged to support the departments’ separate and
already existing agenda’s (see Table 7). This uncertainty increased when VHCS transitioned
from the planning phase to the implementation phase. Because the City had poorly marked
and communicated this transition, there was disconnection within the Leadership Table and
between the upper tiers of the VHCS structures and those doing the work. VHCS
interviewees stated that this lack of leadership had led to their experienced lack of clarity in
roles and responsibilities and had in their view highlighted the need for appropriate
structures and processes that would link the governance structures, management and
implementation processes and goals. In comparison, within GEN-H and GK, the convening
organizations actively used the power, role and function delegated to them to organize
regional responsibility.
3.3 Create shared financial interest that reduces perceived financial risks to provide financial
sustainability
This initial program theory highlights the importance of establishing financial sustainability
for place-based initiatives by implementing strategies that trigger a shared financial interest.
Within the four initiatives, shared financial interests were based on organizations’ desire to
share or reduce financial risks or gain financial benefits. Each initiative aimed to better
financially support the place-based models by: (1) securing additional funding (all initiatives)
and aligning budgets across different financial systems (GM, GK, VHCS) and (2) developing
alternative payment models (GK, GEN-H). While the alternative payment models
were limited to the care sector, funding concerned the pooling of budgets across multiple
sectors.
Firstly, initiatives tried to secure additional funding by applying for public funding from
federal-national or state-, regional government agencies. In all cases, the funding was not
enough to finance initiatives completely. Initiatives therefore also concentrated on gaining
additional private funding through public–private partnerships. Contextual factors enabling
A study in
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such partnerships included the mobilizing of the larger economies of scale (GM, VHCS), the
corporate presence in the region (GM, VHCS, GEN-H) and private investors within the
convening organizations themselves (GEN-H, GK) (see Table 8 for additional enabling
contextual factors). For instance, not being able to leverage the larger economies of scale,
GEN-H’s convener instead used the strong Fortune 100 presence in the region, and the
convener’s positive reputation in Cincinnati to encourage regional leaders to invest in GEN-H’
interventions not only through the charitable side but also through the business side. By
attracting investments through the private sector, GEN-H hoped to build a recurring revenue.
For instance, GEN-H was exploring the possibility of entering into a public private
partnership to lower the costs of oncology care.
Secondly, GM and VHCS also tried to pool budgets across different financial systems. The
pooling of budgets was not only intended to make it easier to shift or share resources across
systems but also to encourage organizations to invest in each other for the benefit of the entire
region and to improve everyone’s capacity to deliver good quality care and support.
Interviewees suggested that the success of this strategy may in part depend on whether
leadership stimulated the alignment of budgets across the region. For instance, VHCS lobbied
at different levels of government to pool policies and budgets, thus enabling health and care
providers (and partners from other sectors, including e.g. the non-profit sector) to work more
closely together to achieve the initiative’s broad aims (see Table 8). Internally, the pooling of
budgets across different municipal departments became a more visible issue with the
upcoming municipal elections. VHCS was expected to be renewed, as were other citywide
strategies such as the Greenest City Action Plan. City teams saw the benefit of aligning the
different city strategies and were looking to integrate these strategies to reduce conflicting
tradeoffs in budgets and policy goals.
In comparison, GEN-H and GK focussed on alternative payment models. The conveners’
support for continuous improvements and the need to achieve a ROI in the public–private
partnership investments in order to achieve financial stability, encouraged the initiatives to
reduce financial risks. For instance, GK’s interviewees said they had previously encouraged
value-based activities, such as goal setting agreements between doctors and patients via add-
on payments. Recently, they had started replacing the fee-for-service payment model for
physician practices with a newly developed model that would provide a per-patient per-
quarter payment. According to the interviewees, the new model simplifies payment and
reduces the amount of administrative tasks for physicians’, partly because it is supported by
an evaluation and performance management system that included an Electronic Health
Record system, management reviews and the peer reviewing of patient outcomes. Gradually
implementing these strategies in a learning environment (see initial program theory 4) that
provided insight into claims and Electronic Health Record data in combination with the
convener’swish to establish efficiencies, i.e. in light of investmentsmade by the convener, had
according to GK’s interviewees, ensured a ROI and the support of investments in and stability
for the planning of health interventions.
3.4 Create a learning environment to secure initiative’s credibility
This initial program theory highlights the importance of establishing continuous
improvement cycles by creating a learning environment, i.e. the supportive structures and
processes for training, measurement, monitoring and information flows. The initiatives
aimed to use learning environments to showcase how initiatives were improving outcomes
thus hoping to secure initiatives’ and organizations’ credibility. These continuous
improvement cycles were used to support both the management and practice level. For
example, in VHCS part of the data infrastructure that supported bylaws around urban (re)
design was kept under the city’s sphere of influence. GEN-H and GK’s conveners introduced
JHOM
training to support the professional level in using the Health Record System. Initiatives’
strategies to create continuous improvements that secured initiatives’ credibility differed
(see Table 9). In addition, in all initiatives, the availability of resources (e.g. training facilities
for professionals, expertise, capacity) in light of the scale, scope and aims of the initiatives
were important contextual factors that influenced the development of continuous
improvement cycles. Having a large scale and broad scope and aims, GM and VHCS
delegated the establishment of continuous improvement cycles along the initiatives’
governance structures (i.e. VHCS’ leadership Table, MoU steering committee and integrated
implementation team – GM localities). VHCS and GM interviewees stated they had
insufficient resources to develop appropriate systems for training, monitoring and
information and data flows across organizations. For example, according to VHCS
interviewees, this made it harder for them to monitor and communicate the initiative’s
progress or to pinpoint where adjustments were required in order to achieve the initiative’s
goals. This in turn made interviewees feel that it was more difficult to secure the initiative’s
credibility. Compared to GM and VHCS, for GK and GEN-H the role and function of
conveners as supporting organizations was the reason theywere chosen in the first place (see
also program theory 2). GK’s and GEN-H’s conveners made continous improvement cycles a
specific priority, partly because of their expertise in and capacity for data-management
systems and in establishing learning collaboratives. Consequently, as conveners wanted to
secure their credibility, by showing initiatives’ success as soon as possible, they supported
initiatives’ data-driven approach, trained the implementation staff members and ensured
funding guidelines were being followed.
3.5 Create citizens’ and professionals’ awareness of the required attitudes and behaviours
This initial program theory highlights the importance of investing in professionals’
awareness regarding the need to collaborate across sectors (and with communities) and in
citizens’ awareness of, for instance, healthy lifestyles, to ultimately change behaviours and
enable improvements in TA outcomes. The aim of investing in professionals’ awareness was
to change organizational cultures and to drive efficiencies in care delivery, while the aim of
investing in citizens’ awareness was to ensure citizens became more knowledgeable
consumers of health services and communities’ voices were better reflected within initiatives
(see Table 10). Initiatives’ strategies were aimed at changing attitudes and behaviour at both
the community and the organizational levels. Interviewees suggested that various contextual
factors enabled the process of sensemaking, such as interactions amongst stakeholders
which entailed social pressure to change attitudes and behaviour (e.g. peer reviewing) or
bringing in citizens’ voices as ameans of gaining an understanding of communities’ needs (all
initiatives), for example, GEN-H, VHCS and GM-enabled interaction between community
groups, charities/non-profits and businesses. Interviewees thought this would make
representatives of these different sectors more aware of their own responsibilities and
highlighted the resources that could be brokered, shared and negotiated. As a result,
initiatives identified overlap and gaps in services, which in turn opened up possibilities to
change ways of working for instance from working as individual organizations for the
community to working in co-creation with the community.
Furthermore, initiatives also pointed out strategies, which had been implemented with
the aim of empowering patients and communities in order to improve communities’ health
and well-being. For example, GK, GEN-H and VHCS had actively invested in public
campaigns on topics such as healthy eating, physical activity using the initiative as the
platform for health and healthy communities. According to the interviewees, these events
“empowered” people, as they, supposedly, became more knowledgeable consumers of health
and care services.
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4. Discussion
This explorative comparative case study investigated key features of four PHM initiatives in
four different countries. Additionally, the study explored participants’ experiences regarding
the implemented PHM strategies and examined the contextual factors and mechanisms that
influenced the outcomes of these strategies. The study identified five initial program theories
important to the development of PHM, namely:
(1) Create trust in a shared vision and understanding of the PHM rationale to establish
stakeholders’ commitment to the partnership;
(2) Create shared ownership for achieving the initiative’s goals;
(3) Create shared financial interest that reduces perceived financial risks to provide
financial sustainability;
(4) Create a learning environment to secure initiative’s credibility and
(5) Create citizens’ and professionals’ awareness of the required attitudes and
behaviours.
This is the first study to compare the implementation of four different international PHM
initiatives and to understand the SCMOs underlying each program theory, i.e. the specific
strategies employed in four international PHM initiatives and the conditions under which
these strategies (were expected to) produce(d) certain (process) outcomes. Furthermore, the
initial program theories also summarize interviewees’ most important lessons learnt. While
strategies and contextual factors differed between initiatives, the mechanisms underpinning
the program theories were largely consistent across the internationally diverse initiatives.
This suggests that the five mechanisms identified in this study could be universal and that
these mechanisms will need to be triggered for the successful development of PHM,
regardless of national context. The idea that these mechanisms are universal is supported by
the mechanisms, which are very similar in nature, identified in a five-year research program
which monitored the development of nine PHM initiatives in the Netherlands (Van
Vooren, 2019).
This international study shows that it is important to secure commitment to the PHM
initiatives’ vision and goals (Towe et al., 2016; Siegel et al., 2018; Mongeon et al., 2017). To
enable such commitment, more formal top-down enforcement of commitment through e.g.
MoUs, is not enough to ensure such commitment (Ovseiko et al., 2014; Siegel et al., 2018) A
bottom-up approach focussing more on garnering stakeholders’ insight into the value of
committing to the partnerships’ vision and goals is important as well. Our study, in line with
the previous literature, highlights that creating a sense of urgency amongst stakeholders is
an important factor in garnering stakeholders’ commitment (Van Vooren, 2019).
Furthermore, the study shows the different ways in which policymakers could stimulate
and invest in PHM. Relatedly, the same bottom-up and top-down principle also seems to
apply to initiatives seeking to establish regional responsibility for the transformation to PHM
initiatives. Increasingly, different countries and national and regional governments stress the
need for such transformations. However, how organisations from different sectors should
collaboratively take regional responsibility for this transformation remains unclear,
specifically what type of care needs to be organized at which level (i.e. national, regional,
local) and who can best lead initiatives (Drewes et al., 2018). Our study suggests that an
important risk regarding the devolution of powers to newly delegated governance structures
involves merely moving fragmentation from the national level to the regional/local level,
especially if stakeholders do not solve the original fragmentation issues during the devolution
process. While the risk of a gradual approach to achieving cross-sector accountable care lies
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in the difficulty of implementing changes beyond the (health)care sector and for each sector to
embrace the ethos of wider determinants of health.
In addition to earlier studies, this study explored how initiatives hoped to improve
financial sustainability over longer periods of time with a range of new financial approaches
(Song et al., 2014; Lewis et al., 2017). For example, the trusted conveners in this study were
willing to take responsibility for the financial risks by financing health services. Many
initiatives are exploring private investments to build recurring revenues (Van Vooren, 2019;
Mongeon et al., 2017). In the Netherlands for instance, the government has set up a
government investment bank called Invest-NL, which aims to financially support and
stimulate societal transitions (e.g. towards green energy, efficient health and care, innovative
education) (Wiebes et al., 2018). The government wanted to avoid investments made by
private investors in PHM initiatives to avoid private investors’ influence on stakeholders’
behaviour and thus initiative’s development (Wiebes, 2018). Further research is necessary to
investigate if and how public–private partnerships could be of value and what the
consequences would be. The study also showed how initiatives tried to leverage enabling
political developments and to mitigate constraining political developments. The need that
this study’s initiatives had for regional–national policy-department partnerships to establish
collective policy and funding efforts, is in line with the previous literature which emphasized
the importance of the pursuit of health andwell-being through “whole-of-society” approaches
as well as “whole-of-government” approaches (Browne et al., 2017; De Leeuw et al., 2014). This
international study also showed that shifts in national and regional governments’ politics and
priorities regarding the public sector more broadly, and the PHM initiatives specifically, can
have a significant impact on initiatives’ sustainability. For instance, some of this study’s UK
interviewees suggested the UK government’s attention had shifted from devolution to Brexit
(the term used to describe the process of the UK exiting the European Union). They
anticipated this could make it harder for GM to receive financial and policy support from
Westminster. Some participants had also expressed concerns that Brexit, instigated at the
national level, might affect the size of the regional workforce available to support the new
models. Comparatively, the US interviewees mentioned that despite the expectation that the
new federal government might want to invest less in public sector infrastructure and might
want to repeal the obama era affordable care act (ACA), the state level government would
continue to support the initiative regardless of the different direction they expected the
federal government to take. In an effort to safeguard initiatives from such national trends,
and to continue improving regional accountability, interviewees mentioned they were
exploring the potential of leveraging communities’ support for addressing the wider
determinants of health. Though community engagement is increasingly seen as a key
component of place-basedmodels (DeWeger et al., 2018) –with the assumption that involving
communities can help ensure services are more tailored to their needs – the four initiatives
remained unsure of how to engage communities more meaningfully.
Interestingly, throughout the program theories, the scale, scope and breadth of initiatives’
aims seemed to be linked towho initiated the PHM initiatives and the key stakeholders, which
in turn influenced how PHM initiatives developed, e.g. the form in which regional
responsibility was embedded and underpinned by governance structures and management
processes. A relatively large region with a high population number, broad scope and
underlying aims tentatively seems associated with the involvement of government
authorities and a larger number of stakeholders, in comparison to PHM initiatives where
providers were key initiators.
4.1 Limitations
This study was exploratory in nature and investigated stakeholders’ experiences and
perceptions of the development and implementation of four PHM initiatives from four
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different countries. Despite this limited number, the included initiatives ensured a broad
representation of PHM as they excelled in one or more of the characteristics necessary for the
development of PHM. In addition, because results depend on which stakeholders were
interviewed, this study has not only included initiatives’ senior-level representatives and key
stakeholders but also ensured a broad representation of the different sectors.
4.2 Future research
As far as the authors are aware, this is the first internationally comparative study to
investigate the SCMOs underlying PHM development. This explorative study has provided
insight into the initial program theories and underlying strategies, contextual factors,
mechanisms and process outcomes of large-system transformations. To refine these program
theories and improve our understanding of PHM initiatives further, longitudinal studies
could be carried out, whichwould include different stakeholders’ perceptions and experiences
at all levels of PHM initiatives. Such a study could also test whether expected outcomes
highlighted above (e.g. empowering citizens by health campaigns is expected to contribute to
healthier lifestyles) were indeed achieved.
Furthermore, to deepen our understanding, future studies could examine which strategies
within the five program theories should be implemented in the different PHM’s
developmental phases (Erickson et al., 2017), to ensure PHM initiatives’ successful
development. Additionally, studies should investigate if and how initiators influence
organizational processes, cultures and stakeholders’ behaviours. Future studies are needed to
further explore and confirm this potential finding. Furthermore, PHM initiatives increasingly
seem to be emblematic of trends towards regionalization and decentralization. As the
findings seem to suggest that the development of PHM initiatives is influenced by who
initiates the initiatives, future research could investigate how much power and funding
should be passed down from national governments down to the local-level and which roles
and functions should remain at the national level and which roles could be taken up by
regional or local governments. Furthermore, future studies could explore how local areas
should use regional accountabilities and powers and how such initiatives could be better
incentivized by policies that fully support cross-sector collaboration in order for place-based
initiatives to address the wider determinants of health.
5. Conclusions
The study highlighted five initial program theories and described the underlying conditions
which influenced the development of four international PHM initiatives. These program
theories and the underlying contextual factors and mechanisms indicate important lessons
learnt for policymakers and program managers to bear in mind when developing PHM
initiatives. It is important for future studies to keep providing insight into the development of
PHM initiatives in order to better understand which PHM strategies need to be implemented
and what contextual factors and mechanisms need to be triggered.
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